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Purpose of the study.—The purpose of this study is 
to examine certain selected factors as they relate to the 
chronological age at which mentally retarded children are 
institutionalized. More specifically, it seeks to identify 
and analyze what if any relationships exist between these 
factors, on the one hand, and the chronological age at the 
time of institutionalization, on the other hand. The 
scope of the study is limited to youngsters six years of 
age and less, which is unlike the approach traditionally 
used in most studies. These later tend, when considering 
age as a factor, to categorize the six and under group as a 
single, homogeneous age bracket. It is then in seeking to 
ascertain if intra-group age differentials exist, that the 
study focus is limited to the particular age category under 
consideration. 
Significance of the study.—This study has special 
significance for the field of social casework. Casework 
treatment for the mentally retarded has among its major 
objectives: to obtain information pertinent to diagnosis 
and treatment, to prevent or eliminate conditions and 
attitudes that contribute to social dysfunctioning and to 
1 
2 
enable the parents to make maximum use of their own and 
community resources toward a solution of the problems with 
which they are confronted.^ Given the growing concern of 
providing care for mentally retarded children, this study 
will contribute to the knowledge needed and used by 
professional personnel in guiding and counseling parents. 
Planning for the care and training of retarded children 
by the caseworker occurs at various periods of developmental 
crises — when the handicap is first recognized or diagnosed, 
when family stability is threatened or disrupted, when 
2 
behavior problems arise, and when the child enters school. 
The kinds of care children need varies with the different 
stages of their development. What may be necessary and 
appropriate for the teenager may be quite damaging to the 
infant and to the young child. Because the formulative 
years of development are generally the most crucial in an 
individual's total life experience, it may be well to begin 
where the child himself begins, in infancy, and consider 
■'"Mirian T. Mednick, "Casework Services to the Mentally 
Retarded Child and His Parents," Casework Papers (May, 1957), 
106. 
2 
George R. Krupp and Bernard Swartzberg, "The Brain- 
injured Child: A Challenge to Social Workers," Social 
Casework, XLI (February, 1960), 64. 
3 
the factors related to his institutionalization during that 
period. This study attempts to accentuate the most salient 
of these factors. 
For the retarded child, as for other children, there 
is no substitute for an adequate family environment. 
Retarded children deprived of maternal affection and 
proper environmental stimulation may be hampered in their 
3 
intellectual, social, and emotional development. Children 
reared from early childhood in institutions that are 
overcrowded and understaffed get little in the way of 
4 
fondling and individual attention. In a sense, mentally 
handicapped children need the advantages of family life 
even more than does the normal child, who has a greater 
inherent capacity to cope with his environment. 
Caseworkers are currently considering the pros and 
cons of issues such as: should all retarded children, 
at least in the first years of life, remain in their 
own home? Is there merit in the current practices of 
many state institutions that limit admissions to children 
John Bowlby, Maternal Care and Mental Health (Geneva: 
World Health Organization, 1951), p. 10. 
4J. Tizard, "Residential Care of Mentally Handicapped 
Children," British Medical Journal, II (December, 1960), 
1044. 
4 
four or more years old? What kinds of factors influence the 
5 
institutionalization of pre-school age retardates? This 
study seeks additional information for use in considering 
these issues. 
Review of the literature.—In planning for the young 
retarded child, we can say without equivocation that a 
satisfactory family living experience can best meet the 
child's developmental needs and should be our immediate 
goal. For most retarded, early institutionalization is 
undesirable. Tizard, in a summarization of English studies, 
is most outspoken on this point: 
. . . institutional children are particularly 
retarded in all aspects of language and 
speech, and in verbal intelligence as compared 
with similar mentally handicapped children 
who live at home. The older the children 
the greater becomes the discrepancy between 
their achievements and abilities and those 
of comparable children brought up in their 
own homes. The same is true of their personal 
independence. Observation also shows them 
to be extremely backward socially and emo¬ 
tionally; and it is clear that in these and 
in other ways institutional care today warps 
and stunts the development of already serious¬ 
ly handicapped children.6 
5 
Michael J. Begob, The Mentally Retarded Child - 
A Guide to Services of Social Agencies (Washington, D. C.: 
U. S. Department of Health, Education, and Welfare, 
1963), p. 111. 
6 
Tizard, op. cit. , pp. 1041-1046. 
5 
Although it is agreed that most retarded children 
would benefit from a satisfactory family living experience, 
the interests of the family must be considered. Some 
profoundly retarded children — the progressive hydro¬ 
cephalic, the severe convulsive disorder, the spastic 
quadriplegic — may have extensive medical and nursing needs 
that are beyond the mother's physical energies or the 
family's financial capacity to provide. Other children — 
perhaps less retarded — may be so aggressive, hyperactive, 
and destructive that even the highest degree of parental 
patience and tolerance is insufficient and family stability 
is threatened. Still others may be so emotionally unrespon¬ 
sive that they offer few gratifications to parents and are 
potentially destructive to a healthy parent-child relation- 
7 
ship. 
In a study conducted in New York concerning factors 
influencing institutionalization, several variables were 
found to be crucial in discriminating between the life 
situations of the institutionalized and the noninstitution- 
alized retardate. Severity of retardation seemed to be the 
single most important factor. All of those with IQ's under 
7 
Herman Yannet, "When to Institutionalize the Retarded 
Child," Consultant, XII (December, 1962), 58-60. 
6 
twenty had been committed shortly after diagnosis, and the 
rate dropped with each increase in intelligence grade. 
The other factors found to be crucial in influencing 
institutionalization were: conspicuous behavior problems 
on the part of the retardate, conspicuous inadequacy on 
the part of the retardate's parents, and familial intolerance 
8 stemming from status-related considerations. 
The factors included in this study for consideration 
are primarily based on the results of a related study 
conducted in California by Betty V. Graliker, Richard Koch, 
and Robert Henderson. Theirs was a study of factors 
influencing placement of retarded children in state 
residential institutions. When they compared retarded 
children by socio-economic status, religious affiliation, 
educational level, and age of parents at the time of the 
birth of the retarded child, the parents of the children 
who were institutionalized did not differ significantly 
from those who chose to retain their child at home. The 
average family size of the institutionalized group was 3.6 
siblings, compared to 3.2 for the noninstitutionalized 
group. A comparison of the percentage of children in each 
Q 
G. Saenger, Factors Influencing the Institutionaliza¬ 
tion of Mentally Retarded Individuals in New York City, 
Report to the New York State Interdepartmental Health Resources 
Board (Albany, New York: Interdepartmental Health Resources 
Board, 1960), pp. 8-9. 
7 
group who were firstborn, middleborn, or lastborn, showed 
that the earlier the child appears in the birth rank, the 
greater the trend to institutionalize. 
The age at which placement was initially recommended 
ranged from less than one year to five years of age. 
There were no differences between the two groups in terms 
of age at time placement was recommended, only that it 
9 
took place or the fact that it never took place. 
Hypotheses 
Factors under consideration in this study, particular¬ 
ly as they relate to the age at which institutionalization 
occurs for mentally retarded youngsters, include the 
following : 
Degree of Retardation 
The way children adapt to the demands of their 
environment and the defense mechanisms they employ to 
maintain some balance between inner needs and external 
pressures is determined not only by their physical capacities 
and emotions, but by their intelligence as well. The more 
severe the retardation, the less likely the child will be 
9 
Betty V. Graliker, Richard Koch, and Robert Henderson, 
"A Study of Factors Influencing Placement of Retarded 
Children in State Residential Institutions," American Journal 
of Mental Deficiency, LXIX (January, 1965), 18-22. 
8 
able to comprehend the "give and take" of interpersonal 
relationships. While the child may show some responsive¬ 
ness to kindness and attention, much of his behavior is 
random, impulsive, and nondirected when compared with the 
behavior of children with higher levels of functioning. 
Parental concern with the behavior of their retarded 
children can best be considered in terms of how well 
the children are able to cope with the natural and social 
demands of the environment. The more severe the retardation 
the less likely the retarded child will be able to cope 
with these demands through their own resources. 
Hypothesis 1: The more extensive the retardation, the 
younger the child at the time of institutionalization. 
Clinical Diagnosis 
A mentally retarded youngster who is diagnosed as 
mongoloid, hydrocephalic, or microcéphalie, is highly 
susceptible to institutionalization at an early age. These 
are the most clearly recognizable clinical types of 
retardation. The youngsters are not only retarded but 
highly stigmatized besides. 
There are several types of physical deformities or 
handicaps which may or may not accompany these types of 
mental retardation. For instance, a hydrocephalic may not 
be able to support his large head, and regardless of his 
9 
intellectual potential be bedridden for life. The stigmata 
accompanying these forms of retardation very often repulses 
the general public and hampers the child from being accepted 
in society. 
Hypothesis 2 : With reference to this factor, no direct 
relationship between it and age at admission has been 
hypothesized, rather, the purpose is to examine the two 
with the aim of determining if there might be grounds for 
pursuing further examination along such lines. 
Presence of Physical Disabilities 
Children with gross cerebral defects — whether due to 
tissue injury, malformation or arrested development — 
frequently have associated physical defects. The symptom 
of limited intelligence in these children is only one 
manifestation of injury to the total system. The more 
severe the cerebral defect, the greater the physical 
inferiority as a rule, and the slower the rate of growth. 
The correlation between physical abnormalities and mental 
growth, however, is of lesser importance, except in some 
clinical types such as mongoloids, microcephalies, and 
certain endocrinal disorders. 
Physical defects in severely handicapped children are 
important factors in their development and of great concern 
to parents. Among these, sensory defects, particularly in 
10 
vision, hearing, and motor skills are extremely common. 
These defects have a definite bearing on parents' decisions 
to institutionalize their children, because in many 
instances, they make home care difficult or impossible. 
Hypothesis 3 : Mentally retarded youngsters with physical 
disabilities will be institutionalized at a younger age 
than will mentally retarded youngsters without physical 
disabilities. 
Specific Behavior Manifestations 
Parents of brain-injured children — who may range 
from severe defect to average mentality, depending in part 
on whether there is malformation of the brain, a develop¬ 
mental defect or an acquired injury or infection — often 
face serious problems of care, supervision, and management. 
Some of these children are completely dependent and helpless, 
placid, and unresponsive. Others are hyperactive, aggressive, 
and destructive, prone to violent outbursts, irritable, 
impulsive and difficult to control. 
These behavioral patterns are constitutional in 
origin, but they are often reinforced by experiences of 
failure and frustration. In the home, aggressiveness prompts 
hostility in the parents and still more aggression in the 
child. For these reasons, the researcher felt it was 
important to consider any reported behavior problems of the 
11 
patient that interfere with parental management. 
Hypothesis 4: Mentally retarded youngsters with specific 
behavior manifestations interfering with parental management 
will be institutionalized at a younger age than will 
mentally retarded youngsters without any specific behavior 
manifestions. 
Educational Background of Parents 
The willingness of many highly educated families to 
consider placement is influenced by what parents expect of 
their child. Parents with little or no education expect 
less of their children particularly in the area of 
intellectual achievement, are more accepting of deviation, 
and are more likely to direct their efforts toward imme¬ 
diate gratification of needs and wants. 
Educated parents are characteristically career oriented, 
not only for themselves but for their children as well. 
Aspirations and expectations for all members in such a family 
are at a high level and less accepting of deviation. There¬ 
fore, the educational level of the parents has a great 
influence on when a retarded child is institutionalized. 
Hypothesis 5: The greater the formal education of the parents, 




A primary but perhaps exaggerated concern is the 
effect of having a retarded child has on the other children 
in the home. There are instances where the other children 
in the family are damaged by the presence of a retarded 
sibling but these instances are in a minority. 
For most families, the care of a retardate child is 
a financial, physical, and emotional strain. These problems 
are compounded when there are other children in the family. 
The damage is not usually to the normal children but to the 
parents who are trying to meet the needs of all their 
children. The presence of other children in a family having 
a retarded youngster is a great influence on the decision 
to commit the retardate to an institution. 
Hypothesis 6: The greater the number of siblings present 
in a family having a retarded child, the younger the 
retardate will be at the time of institutionalization. 
Age of Parents 
The problems of care and management of the retarded 
child are foremost with the parents. Many retarded children 
cannot walk, bathe, dress, or feed themselves. Others less 
handicapped physically and mentally present behavior patterns 
that require constant surveillance not only during regular 
waking hours, but in some instances, at night as well. 
13 
Extreme burdens such as these cannot be endured by 
the parents without some form of relief or help. The health 
and stamina of mothers — who usually bear the brunt of 
the care for these children — and fathers can be drastically 
affected. Parents may suffer from chronic fatigue and 
nervous exhaustion and occasionally may verge on mental 
breakdown. The age of the parents, especially the mother, 
would have a great bearing on whether they would attempt 
home care or institutionalize their retarded youngster. 
Hypothesis 7 ; The older the parents of a retarded child, 
the younger the child will be at time of institutionalization. 
Frequency of Professional Recommendation 
for Institutionalization 
The diagnostic process, if it is to serve as the 
foundation for a treatment plan, must embrace not only the 
many factors relevant to the retarded child's condition and 
level of functioning, but also factors regarding the family 
and community as well. The complexity of information to be 
obtained, analyzed, interpreted, and used calls for the 
contribution of many disciplines in some cases and at least 
a core group of a doctor, psychologist, and social worker 
in all cases. 
Parents who are just beginning to be assailed with 
doubts about their child's normalcy are in a highly vulnerable 
emotional state. Often they are confused and bewildered and 
14 
their sense of self-confidence and adequacy are threatened. 
During this time, recommendations and advice given parents 
concerning their child by professionals will have a definite 
bearing on their decision. 
Hypothesis 8: The more professional recommendations made 
for institutionalization, the younger the child at the time 
of admission. 
Methodology.— This effort is a descriptive, explora¬ 
tory study designed to examine certain selected factors as 
they relate to the chronological age at which mentally 
retarded children are institutionalized. In selecting the 
sample, the researcher attempted to examine the records of 
all children under seven years of age admitted to the Plymouth 
State Home and Training School in Northville, Michigan, 
during a one-year period. The year 1962 was chosen arbi¬ 
trarily. 
During the year 1962, seventy-five youngsters under 
seven years of age were admitted to the institution. 
Of these seventy-five youngsters, five have since been 
transferred to other institutions and two have been 
discharged, leaving sixty-eight for which records were 
available. These sixty-eight records were examined for 
the following facts: patient's age at time of admission, 
degree of retardation, clinical diagnosis, presence of 
15 
associated physical handicaps, specific behavior manifesta¬ 
tions interfering with parental management, number of 
siblings, age and education of parents, and reported 
frequency of recommendation of institutionalization by a 
physician or other professionals. 
These data will ba analyzed by the patient's age at 
time of admission to the institution. The hypotheses will 
be tèsted by the results of the analyzed data. 
CHAPTER II 
NATURE AND ETIOLOGY OF MENTAL RETARDATION 
Mental retardation, because of its complex social, 
medical, psychological, legal, and educational components, 
is one of the most difficult problems to understand and 
define. In the framework of social-legal definitions, 
mental retardation refers to those persons who are socially 
incompetent and intellectually subaverage to the degree that 
they cannot manage their own affairs with the ordinary 
prudence and judgment and either need protection or are a 
threat to the safety of others.^ 
Whereas there is a fairly common agreement that these 
components are proper to a definition of mental retardation, 
much confusion exists as to how much intelligence (as 
measured by objective tests) is required to meet life*s 
demands and what constitutes social competency. Some states, 
for example, in certifying an individual for admission or 
commitment to a state institution for the retarded, 
arbitrarily exclude retardates with IQ's above 70 or 75. 
^"Richard Mas land, Thomas Gladwin, and Seymour Sarason, 




On the other hand, administrative policies in other states 
place less emphasis on the IQ and accept persons whose 
major problem is one of social deficiency. However, stan¬ 
dards of what constitutes satisfactory social behavior are 
arbitrary and subjective to some degree and differ between 
societies, and in a given society, at different times. 
Definitions of mental retardation sometimes include 
biological factors, as reflected in the terms "arrested 
development" and "rate of maturation." For medical purposes, 
the underlying disease processes or medical conditions which 
result in mental retardation are all important. But the 
presence of pathological defect in some retarded persons 
no way negates the social aspects of mental retardation. 
Those who equate cerebral defect with "true retardation," 
overlook the symptomatic nature of retardation and place 
undue emphasis on etiology. The child who fails to measure 
up to expectations of the essentials of normal development 
may be just as handicapped as the child who has suffered 
some form of cerebral injury. Potentials may differ, 
treatment needs may vary, and the symptom may be less 
subject to change in the latter instance, but such variations 
between these two groups and between individuals within 
each group do not preclude a single definition. 
The American Association on Mental Deficiency states: 
18 
"Mental retardation refers to subaverage general intellec¬ 
tual functioning which originates during the development 
period and is associated with impairment in adoptive 
2 
behavior." A vital factor in this definition is the 
recognition that the characteristics of mentally retarded 
persons cannot be reflected by any single system of 
classification. The level of mental performance in a child 
is determined at least partly by his basic potentialities, 
the intellectual stimulation he receives, his motivation 
for learning, and his educational cultural opportunities, 
particularly at certain crucial periods of development. 
His social performance stems not only — and perhaps not 
even primarily — from his limited judgment, but is also 
conditioned by the child-rearing practices of his family, 
the nature of his interperspnal relationships, and his total 
range of life experience. 
The President's Panel translated degrees of retardation 
in the following classifications: profound (IQ below 20), 
severe (IQ between 20 and 35). The first group of persons 
usually need total care and supervision. The latter group 
2 
John Watson, "A Manual on Terminology and Classifica 
tion in Mental Retardation," American Journal of Mental 
Deficiency, LXIV (September, 1959), 44. 
19 
usually needs a considerable amount of care and supervision. 
It has been estimated by the President's Panel that between 
60,000 and 90,000 of the mentally retarded fall into these 
two categories. In more meaningful terms, we can state 
that one child out of every 1,000 falls into this group. 
The moderately retarded group consists of those persons 
whose IQ's range between 35 and 50. These persons can 
develop limited skills and if protected in their environ¬ 
ment, can be somewhat self-supporting. One out of every 
three births in the United States would fall into this 
category. The largest group, the mildly retarded, consists 
of about 5,000,000 persons whose IQ's range between 50 and 60. 
The mildly retarded are more nearly comparable to the 
3 
nonretarded than to the profoundly retarded. 
The most common types of retardation are mongolism, 
hydrocephaly, and microcephaly. Mongolism is characterized 
by upward-slanting, almond-shaped eyes, and thin, straight 
hair. Approximately one in every five hundred births is a 
mongoloid. Mongolism accounts for some twenty-five per cent 
of all mental defectives. Mongoloids' level of mental 
3 
James Coleman, Abnormal Psychology and Modern Life 
(Chicago: Scott, Foresman, and Company, 1956), p. 496-497. 
20 
development typically ranges from the 20's to the 50's in 
4 
IQ. The life expectancy of Mongoloids is extremely short 
because they are very susceptible to circulatory, gastro¬ 
intestinal, and respiratory disorders. 
Hydrocephaly results from the accumulation of an 
abnormal amount of cerebrospinal fluid within the cranium, 
causing brain damage to the brain tissue and enlargement of 
the cranium. In some cases, the circumference of the skull 
may exceed thirty inches. The degree of intellectual 
impairment varies from mild to severe. Emotionally, 
hydrocephalics are usually affectionate, cheerful, and 
even-tempered. The most typical method of treatment has been 
drainage of the cerebrospinal fluid, but the fluid may form 
5 
again and no appreciable improvement may results. 
Microcephaly is a specific type of mental deficiency 
originating from a failure of the cranium to attain normal 
size with consequent faulty development of cerebral tissue. 
The chief characteristic of the microcéphalie is the small 
head which rarely exceeds a circumference of seventeen inches 
4 
Clemens E. Benda, Mongolism and Cretinism (New York: 
Grune and Stratton, 1948), p. 124. 
5James Greenwood, "Hydrocephalus: Classification and 
Diagnosis," Diseases of the Nervous System, VII (October, 
1946), 18. 
21 
as compared with the normal of around twenty-two inches. 
Motor development is fairly good on simple tasks. Intellec¬ 
tually microcephalies fall into the severe range with little 
language development and limited mental capacity. They are 
inclined to be hyperactive and restless, but are good-natured 
and generally easy to get along with. 
Other less common types of retardation are cretinism, 
macrocephaly, and many unclassified types. Many of these 
are thought to result from prenatal factors, or disease. 
Mental retardation as stated perviously is a life long 
handicap because it most often comes early in life. It is 
also an expensive handicap which in 1962 cost states and 
localities three hundred million dollars in public funds 
for care of the mentally retarded outside of institutions. 
Several billion dollars was spent in providing institutional 
care. 
6 
Coleman, op. cit., p. 501. 
CHAPTER III 
PRESENTATION AND INTERPRETATION OF FINDINGS 
In this chapter, attention is focused on the data ob¬ 
tained from the case records of 68 mentally retarded youngsters 
admitted to the Plymouth State Home and Training School in 
Northville, Michigan, prior to their seventh birthday, during 
1962. Following the statement for each hypothesis, the data 
used for testing it, will be presented in tabular form. 
Hypothesis 1. The more extensive the retardation, the young¬ 
er the child at the time of institutionalization. 
The data used for testing this hypothesis are presented 
in Table I. 
TABLE I 
DEGREE OF MENTAL RETARDATION BY AGE 
Under One Year 
to Two Years Old 
Three Years 
to Six Years Old Total 
No. Pet. No. Pet. No. Pet. 
Severe 25 73 18 53 43 63 
Moderate/ 4 12 13 38 17 25 
Mild 
Undetermined 5 15 3 9 8 12 
TOTAL 34 100 34 100 68 100 
22 
23 
Of the total sample of 68 patients, the extent of 
retardation could not be determined for eight of them at the 
time they were institutionalized. Although these eight 
patients were excluded from consideration when testing this 
particular hypothesis, it is interesting to note the age at 
which these children were institutionalized without this 
information. 
A preponderance of the 60 remaining cases were character¬ 
ized by severe retardation, the number being 43 or 63 per 
cent of the total. The findings seem to support the hypothe¬ 
sis. Of these 43 children classified as severely retarded, 
more than half were institutionalized before their third 
birthday. The hypothesis is further supported by the fact 
that of the 17 children classified as moderate or mildly 
retarded, 13 or about three-fourths of them were institu¬ 
tionalized when from three and six years of age. 
Hypothesis 2. With reference to clinical diagnosis, no 
direct relationship between it and age at admission has been 
hypothesized: rather, the purpose is to examine the two 
with the aim of determining if there might be grounds for 
pursuing further examinations along such lines. 




DIAGNOSIS BY AGE 
Under One Year 




: Years Old Total 
No. Pet. No. Pet. No. Pet. 
Mongolism 14 41 11 32 25 38 
Hydrocephaly/ 
Microcephaly 
14 41 7 21 21 32 
Other 6 18 16 47 22 30 
TOTAL 34 100 34 100 68 100 
Of the 68 patients studied, 46 or about two- thirds were 
characterized by mongolism, hydrocephaly, or microcephaly. 
Of these 46 patients, over half were institutionalized before 
their third birthday. Twenty-two, or 32 per cent, of the 
patients were diagnosed as having some type of retardation 
other than those mentioned above. Of these 22, more than 
half were institutionalized between the ages of three to six 
years old. The data seem to indicate a relationship between 
age at admission and clinical diagnosis. If these data are 
representative of the hospital population or the total 
population of mentally retarded youngsters, the conclusion 
to be drawn seems to be that: the patients diagnosed as 
mongoloid, hydrocephalic, or microcéphalie are institutionalized 
25 
at a younger age than those with other types of diagnoses. 
Hypothesis 3. Mentally retarded youngsters with physical 
disabilities will be institutionalized at a younger age than 
will mentally retarded youngsters without physical disabili¬ 
ties. 
The data used for testing this hypothesis are summarized 
and presented in Table III. 
TABLE III. 
PHYSICAL DISABILITIES BY AGE 
Under One Year Three Years 
to Two Years Old to Six Years Old Total 
No. Pet. No. Pet. No. Pet. 
Some physical 22 65 22 65 44 65 
disabilities 
None 12 35 12 35 24 35 
TOTAL 34 100 34 100 68 100 
Of the total sample of 68 patients, 44 or 61 per cent had 
some physical disability. Although the greater percentage 
of the sample represents youngsters with physical handicaps, 
the data do not support the hypothesis. There was no 
difference in the incidence of patients with physical handi- 
26 
caps in either of the two age categories. No relationship 
between age at admission and the presence of physical 
handicaps was found. If the data are representative of the 
hospital population or of the total population of mentally 
retarded youngsters, the conclusion to be drawn is that no 
relationship exists between age at admission and the pre¬ 
sence of physical handicaps. 
Hypothesis 4. Mentally retarded youngsters with specific 
behavior manifestations interfering with parental management 
will be institutionalized at a younger age than will mentally 
retarded youngsters without any specific behavior manifesta¬ 
tions . 
The data used for testing this hypothesis are presented 
in Table IV. 
TABLE IV 
SPECIFIC BEHAVIOR MANIFESTATIONS BY AGE 
Under One Year Three Years 
to Two Years Old to Six Years Old Total 
No. Pet. No. Pet. No. Pet. 
Behavior 
Problems 10 29 17 50 27 39 
None 
Reported 24 71 17 50 41 
61 
TOTAL 34 100 34 100 68 100 
27 
Of the 68 patients in the sample, 41 or 61 per cent 
had no reported behavior problems at the time of admission. 
Only 27 patients or 39 per cent of the total had some 
reported behavior problems when admitted. The findings do 
not support the hypothesis. Of these 27 patients, 17 were 
institutionalized between the ages of three and six years. 
In the three-to-six-year-old category, 50 per cent had 
behavior problems and 50 per cent did not. In the under-one- 
year to two-year-old category, only 29 per cent had behavior 
problems, while 71 per cent did not. The data seem to 
indicate that the presence of specific behavior problems 
have little or no effect on the age at which children are 
institutionalized. It is quite likely that behavior problems 
may not have developed or are less detectable in very young 
children. This would explain the low incidence of reported 
behavior problems in children institutionalized before their 
third birthday. 
Hypothesis 5. The greater the formal education of the 
parents, the younger the child will be at the time of 
institutionalization. 
The data used for testing this hypothesis are presented 
in Table V. 
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TABLE V 
EDUCATION OP PARENTS BY PATIENTS' AGE AT ADMISSION 
Under One Year Three Years 
to Two Years Old to Six Years Old Total 









53 78 41 61 94 69 
TOTAL 68 100 68 100 136 100 
Ninety- four or 69 per cent of the parents of the 68 
patients studied are high school graduates or have had some 
college training. Of these 94 parents, 53 or 78 per cent 
institutionalized their mentally retarded children before 
their third birthday. The findings tend to support the 
hypothesis. Twenty-seven or more than half of the parents 
with only a grade school or with some high school training 
institutionalized their retarded children between the ages 
of three and six years. 
Hypothesis 6. The greater the number of siblings present in 
a family having a retarded child, the younger the retardate 
will be at the time of institutionalization. 
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The data used for testing this hypothesis are presented 
in Table VI. 
TABLE VI 








Years Old Total 
No. Pet. No. Pet. No. Pet. 
Only Child 3 8 6 17 9 16 
One Sibling 7 21 7 21 14 20 
Two or More 
Siblings 24 78 21 62 45 64 
TOTAL 34 100 34 100 68 100 
Of the total sample of 68 patients, 45 or 64 per cent had 
two or more siblings, 14 or 20 per cent, at least one sibling, 
and only nine or 16 per cent of the patients were only chil¬ 
dren. Of the nine patients who are only children, six or 
two-thirds were institutionalized between the ages of three 
and six years old. The findings suggest support for the 
hypothesis. The number of children having one sibling was 
seven for both age categories. 
Hypothesis 7. The older the parents of a retarded child, 
the younger the child will be at time of institutionalization. 
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The data used for testing this hypothesis are presented 
in Table VII. 
TABLE VII 
AGE DISTRIBUTION OF PARENTS UPON 
PATIENTS' AGE AT ADMISSION 
Under One Year 
to Two Years Old 
Three Years 
to Six Years Old Total 
No. Pet. No. Pet. No. Pet. 
Under 30 
Years Old 13 19 40 59 53 38 
Over 30 
Years Old 55 81 28 41 83 62 
TOTAL 68 100 68 100 136 100 
Eighty- ■three or 62 per cent of the parents of the 68 
patients studied were over 30 years old. Of these 83 parents, 
55 institutionalized their mentally retarded children before 
their third birthday. The findings tend to support the 
hypothesis. Fifty-three or 38 per cent of the total number 
of parents were under 30 years of age. Of these 53 parents, 
40 institutionalized their mentally retarded children 
between the ages of three and six years. 
Hypothesis 8. The more professional recommendations made 
for institutionalization, the younger the child at the 
time of admission. 
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The data used to test this hypothesis are presented 
in Table VIII. 
TABLE VIII 
RECOMMENDATIONS FOR INSTITUTIONALIZATION 
Under One Year 
to Two Years Old 
Three Years 
to Six Years Old Total 
No. Pet. No. Pet. No. Pet. 
Three or 
More 23 68 16 47 39 57 
One - Two 7 20 5 15 12 18 
None 4 12 13 38 17 25 
TOTAL 34 100 34 100 68 100 
Thirty -nine or 57 per cent of the sample of 68 patients 
had three or more recommendations made for their institu¬ 
tionalization. Of these 39 patients, 23 or more than half 
of those who had three or more recommendations made, were 
institutionalized prior to their third birthday. The data 
support the hypothesis. Of the 12 patients for whom one 
or two recommendations for institutionalization were made, 
seven, or more than half, also were institutionalized be¬ 
fore their third birthday. For 17 patients, or 25 per 
cent of the total, no recommendations for institutionaliza- 
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tion were made. Of these 17 patients, 13, or about three- 
fourths, were not institutionalized until between three 
and six years of age. 
If these data are representative of the total popu¬ 
lation of mentally retarded youngsters, it appears there 
is a definite relationship between age of admission and 
the frequency of recommendations made for institutionaliza¬ 
tion by a physician or other professional person. 
CHAPTER IV 
SUMMARY 
The purpose of this study was to examine certain 
selected factors as they relate to the chronological age at 
which mentally retarded children are institutionalized. 
The scope of the study was limited to youngsters six years 
of age and less in an attempt to ascertain if intra-group 
age differentials existed. 
To collect the data, records of all children under 
seven years of age admitted to the Plymouth State Home and 
Training School in Northville, Michigan, during the year 
1962 were examined. During this one-year period, there were 
75 admissions, for which the records of 68 were available. 
The case records were examined for the following factors: 
patient's age at admission; clinical diagnosis; degree of 
retardation; age and education of parents; presence of 
physical handicaps; reported behavior problems; number of 
siblings, and the frequency of recommendations for 
institutionalization by a physician or other professional 
person. In terms of the study, eight hypotheses, one for 
each of the factors considered were formulated. Regarding 
the predictions and expections of the investigator, the 
results obtained are seemingly of some significance. A 
limitation of the study relates to the small size of the 
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sample. Others relate to the one-year period studied and 
to the use of a single institution in drawing the sample. 
It is, of course, always a possibility that the sample was 
not representative of the hospital population or, for that 
matter, of the general population of mentally retarded 
youngsters. 
Conclusions.—As hypothesized, there appears to be a 
relationship between a patient's age and education; family 
size, and the reported frequency of recommendations for 
institutionalization by physicians and other professional 
persons. However, the incidence of physical handicaps and 
of behavior problems was less than expected, and no rela¬ 
tionships to the patients' age at admission were found. 
The majority of children placed before their third birthday, 
it was found, belong to that easily identified part of the 
mentally retarded population — that of the mongoloid, 
hydrocephalic, and microcéphalie. 
The following conclusions are drawn from the findings: 
1. The more severe the retardation, the 
younger the child at the time of 
institutionalization. 
2. Parents who were high school graduates, 
or who had some college training, in¬ 
stitutionalized their children earlier 
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than did less educated parents. 
3. The older the parents, the younger 
the child at the time of institu¬ 
tionalization . 
4. Children from families with three or 
more children were institutionalized 
at a younger age than children from 
smaller families. 
5. The greater the number of recommendations 
for institutionalization by a physician 
or other professional persons, the 
younger the child at the time of admis¬ 
sion. 
It appears that the more educated parents are the ones 
whose children are placed at an early age. It is quite 
possible that these parents may be responding less to the 
experience, than to the abstraction, of mental retardation. 
Though the physician and other professionals may be involved 
in the decision regarding placement, it is not always 
clear that they are as influential as some parents would 
have us believe. This raises the question, are parents 
using professionals to legitimatize their own views regard¬ 
ing institutionalization? 
Why the more educated parents tend to commit their 
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retarded children at earlier ages is, perhaps, more diffi¬ 
cult to understand, for they are supposedly psychologically 
more sophisticated and more sensitive to the implications 
of separation and institutionalization than less well 
educated parents. The fact, however, is that many educated 
parents do keep their retarded children at home during the 
first few years of life. The more interesting question, 
therefore, would be to determine how these latter parents 
who placed their children before their third birthday 
differ. 
This study could be improved upon in one respect by 
including some measure of the impact of early institutionali¬ 
zation on the family. Is it correct to assume that parents 
have to work out their feelings slowly while the child is 
at home? Are parents worse off psychologically if separa¬ 
tion is early and quick than if it is slowly and painfully 
worked out while the mother may be unable to respond with 
warmth to the defective child? Is it correct to assume 
that an unwanted retarded child is better off at home than 
in an institution? 
Perhaps it is that some parents, especially the more 
educated ones, may for any number of reasons be unable to 
tolerate a defective child at home. The challenge to 
social workers is not to sit in judgment on these parents, 
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but to help them to better accept their decision. Rather 
than attempt to persuade the parents to do something they 
do not want to do, should we not attempt to provide more 
adequate facilities for the separated child so that he can 
have the benefit of a warm, stable, and stimulating mother 
substitute? It is possible that some retarded children may 
attain a higher level of functioning through the continuing 
services of an adequate mother substitute than through a 
natural mother, who is unable to manifest appropriate 
affection and warmth for the defective child. 
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